MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~‘{§3'-'-0421=-92'-’
PERARTMERT oF puakl:aq::a::n.r[:lr:::n"_f:::?gl —=aPrimary Registration Diatrict N01m3.__...ﬂeglll‘ur'l No. _1_0122_- STATE FILE NUmBER

DO NOT WRITE - .
ON THIS STUB AMENDED  § oy

[l T7 ¥
I“b'ﬂdr’op"bi‘,\&u“ —robd 2. USUAL RESIDENCE (Where deceated lived. If imstifution: Residence bafore
& COUNTY s. STAIE Mo . b, COUNTY admiwion)

VS 300
Rev. 4/59

b. CITY (If oulside corporate limits, giva TOWNSHIP on!v)‘ Length of stay in 1b c. CITY Inside Limits

Lt

own St Louis, Mo. 160 days 18wn St. Louis Yes O No O

c. FULL NAME OF {If NOT in howpital, pive locstion) laside Limits d. STREET {1 ouside, give location} Reside on Farm
HOSPITAL OR ADDRESS

INSUTION .St, Louis Chronic YeD MO " 4262 Lexington YerQ Ne D

3. NAME OF DECEASED Firsr i Last 4. DATE Month Day
OF

(T or printy
e John Williams oA

5. SEX 6. COLOR OR RACE 7. Maerried [1  Mever Married [] [8. DATE OF BIRTH | 9 AGE (lost birthday} JIF UNDER 1 YEAR

Male Negro Widowed [0 Divorced J -22-87 ?6 Manths Day1 Hour’ | Min.

10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY

Yﬁr. g ﬁsai-onl working life, even if retired} Pv'b. Fgmj_lv ) U ] om, MiBSL U. SLA.

13a. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 14. NAME OF HUSBAND OR WIFE
John Caroline Unknown
15. WAS DECEASED EVER IN U.S. ARMED FORCES? -t s 17. INFORMANT Address
[Tes, nNor unknown) I[If yes, give war or dates of terv NOITiB B . G,regg’ Jr. ’ 36 we Etmore la
18. CAUSE OF DEATH {Enter only one causa per [ine for (a), (b], and [¢). INIERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: . w W ONSET AND DEATH
IMMEDIATE CAUSE (a) ///&XW / ‘J—Qd.-{\f‘ :
. ‘ : N

Candiliens, if any, DUE TG (b)

wbl::ch gave rila( I)a
sbove cause (a),

stating the under- 9‘; 0 ’0
lying cause last. QUE TO {x) o

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not relared fo the terminal PART il I¥ decasmsed was famale wasl
disease condition given in PART 1 (a) thare a pregnancy in last 90 days.

. lDYanlDanDUnknm
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMéCIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enrer neture of injury in PARY 1 or PART It of item 1B.}
PERFO a O :

OATE AMENDED

2/

DOCUMENT

RMED
YES[] NO

20c. TIME OF Hour Month, Day, Year
INJURY am,
p.m. )
20d. INJURY QCCURRED . 208. PLACE OF INJURY {e.g., in or about home, | 20f. CiTY, TOWN, OR LOCATION COUNTY

WHILE AT WCRK [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [ w .

21. 1 attended the deceased frnrn. 4-19 -6 3 9 -26 "6 3 and last saw :f.-:. alive o"——9=26:6 3

Death occurred at * 00 A s H - m on the date slated shave, and to ths best of my knowledge, from the causes stated.

225, SIGNATURE . {Dagree ar title) ‘22b, ADDRESS 22c. DATE SIGNED
: [ WM . 0. C3d Nyl G-37-63

Z3a. BURIAL, CREMATION, | 23b. DL(} J{ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (S1ate)

Refmoval " [10/1);/63 |Washington Park Cem, |St. Louils County, Mo,
24, FUNERAL DIRECTOR ADORESS 25. Df‘\'lE RECD‘. B‘f LOCAL REG, 26. REG AR'S JJGNAT E.: .
CHARLES J.GATES,JR.,}}107 Finney 0CT 11 1963 ﬁg;j M M D

{Licansad Embalmer's Statemnenr on Reverse Side)
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MEDICAL CERTIFICATION

-

OR )
TYPEWRITER RIBBON
SHOULD READ

8Y AFFIDAVIT OF

ITEM NO,




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . Student Embalmer No.___

working under my personal supervision. Q/ g ’
Student : Signpéd
Signature of Student Embalmer V .

Licensed Embalmer

e P. O. Address

e . [

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so slated above.

- N . - e




